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Abstract
Violence researchers have called for the use of person-oriented methods to understand differences
that have been found in biopsychosocial consequences among those who experience intimate
partner violence (IPV). To address this issue, we apply a person-oriented statistical method, latent
profile analysis (LPA), to test for meaningful subgroups of a sample of 448 battered women based
on participants’ appraisals of their vulnerability relative to their violent partner, depressive
symptoms, physical injuries, overall physical health functioning, and their positive and negative
social relationships with friends and family. The LPA established five significantly distinct
subgroups. Using MANOVA, we examined these subgroups and their respective IPV exposure,
both concomitant and separate incidents within the past year. Those with the most intensive
violence exposure show the greatest level of challenge and impairment. However, the groups with
comparable levels of IPV exposure manifest distinctly different configurations of biopsychosocial
profiles, indicating a need for adaptive interventions commensurate with these profiles. We
discuss the implications these findings have for developing adaptive interventions for battered
women, as well as the potential utility of person-oriented tools for violence researchers.
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In recent decades, the burgeoning research on intimate partner violence (IPV) has amassed a
robust collection of evidence that has revolutionized our understanding of the prevalence
and seriousness of this endemic societal problem (e.g., Campbell, 2002; Golding, 1999;
Logan, Walker, Cole, & Lukefeld, 2002; Plitcha, 2004; Plitcha & Falik, 2001; Tjaden &
Thoennes, 2000, 2006; Tolman & Wang, 2005). The bulk of this research used variable-
oriented methodologies that yielded an increasingly sophisticated aggregate depiction of
IPV, including its epidemiology, factors associated with IPV exposure, and the relationship
of IPV exposure to survivors’ biopsychosocial well-being. Although more limited, research
findings have also shown that community and professional interventions can curb the
perpetration of IPV and reduce its negative effects (e.g., Bybee & Sullivan, 2002; Wasco et
al., 2004). These research efforts have revealed the underlying complexities of the IPV
phenomenon, including considerable disparateness in the experience of and response to IPV.
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Based on these observations, researchers and clinicians have called increasingly for future
IPV research to include person-oriented methods as a way to investigate such heterogeneity
and refine the understanding of differences among those who experience IPV (see, for
example, Bogat, Levendosky, & von Eye, 2005; Nurius & Macy, 2008). Those interested in
IPV hold that findings from person-oriented methods will better guide the development of
tailored, adaptive community and service responses (Collins, Murphy, & Bierman, 2004).
The study presented here addressed the call for person-oriented methods in IPV research.
In this article, we first review distinctions between variable-oriented and person-oriented
methods, which include the utility of person-oriented methods for investigating the
dimensions of heterogeneity observed in IPV. Next, we describe our application of latent
profile analysis (LPA), which is a person-oriented statistical method, to a sample of battered
women. We conclude by discussing the implications of the LPA findings for service
development as well as future research efforts.
Distinguishing Person-Oriented and Variable-Oriented Methods
Variable-oriented methods are based on the proposition that samples are homogenous, or at
least sufficiently similar, to allow collected research to be generalized across populations.
The social and behavioral sciences have relied on these methods as the workhorses of
quantitative analysis to provide a rich foundation of empirical evidence. Variable-oriented
methods include many familiar analytic tools, such as analysis of variance and regression
that yield parameter estimates based on aggregate information obtained from a study sample
and that describe relationships among variables. A key concept in such analyses is the
construct of ordinary least squares in which the statistical results are presented as a model
that parsimoniously minimizes the sum of the squared deviations of the data. Thus the linear
model characterizes the sample overall and describes the relationships among the variables
of interest. Variable-oriented tools offer powerful analytic options and provide important
information about the statistical relationships among variables of persons in the sample.
In contrast, person-oriented research is based on propositions that distinct subgroups exist in
any given sample and that aggregate-level approaches contradict or obscure theoretically
and substantively meaningful subgroup characteristics (von Eye & Bogat, 2006). To
investigate distinct patterns of relationships that are shared within a subgroup, person-
oriented statistical methods determine relationships at the person-level rather than the
variable-level. In addition, person-oriented methods are distinct from variable-oriented
approaches because person-oriented methods emphasize the potential uniqueness of
individuals, including a person’s capacity to act on his or her own and the critical need to
understand how a person evolves as a whole over time (Bergman & Trost, 2006). Although
person-oriented research is not new, this approach is now being used more often as a result
of improved methods, availability of relevant statistical software for analysis, and
recognition that these methods address the need for information related to complexity and
heterogeneity that is not readily accomplished using variable-oriented methods (Curran &
Willoughby, 2003; Muthen, 2002; von Eye, Bogat, & Rhodes, 2007).
Although interest in person-oriented research has been found most often in developmental
psychology, increasing interest in this research approach has emerged in the interpersonal
violence field, and particularly in the area of intimate partner violence (Bogat et al., 2005;
Hughes & Huth-Brocks, 2007; Kohl & Macy, 2008; Macy, 2008; Nurius & Macy, 2008).
These discussions of methodology are linked to growing documentation of diversity among
survivors of intimate partner violence. For example, Briere and Jordan (2004) concluded
that “the effects of interpersonal violence vary substantially from person to person and
cannot be defined by preformulated assault syndromes or lists of expected symptoms” (p.
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1267). Such discussions not only point to the critical need for tailored, adaptive
interventions (Collins et al., 2004) that address the varied needs of violence survivors but
also underscore the need for additional person-oriented research to provide a framework of
empirical evidence to support and inform the development of such interventions.
In sum, the results of variable-oriented methods reflect relationships between the dependent
and independent variable(s), aiming to characterize the relationships between the variables
of interest for the sample, overall. Quantitative person-oriented methods, which are our
focus here, are designed for different kinds of questions; complementary to what variable-
oriented methods provide. Whereas both approaches use “variables” in the form of
quantitatively derived data, person-centered strategies test for intraand interindividual
differences among the variables of interest. The results of person-oriented statistical methods
are patterns of characteristics among multiple variables that one subgroup hold in common
and that distinguish them from other subgroups.
Latent Variable Approach With Battered Women
An important challenge for those who want to use person-oriented research methods in IPV
investigations is deciding which approach will provide the meaningful results with the
greatest relevance for domestic violence service providers and their service systems.
Although there are numerous approaches to person-oriented research (Bergman, 2000;
Bergman & Trost, 2006; Bergman, von Eye, & Magnusson, 2006; Curran & Willoughby,
2003), person-oriented, latent variable statistical tools can be fruitfully used to test for
patterns among subgroups based on multiple variables simultaneously (Bollen, 2002;
Hagenaars & Halman, 1989; Muthen, 2002).
This multivariate capacity allows researchers to examine violence-related factors in
combination. Although the IPV literature has long recognized diversity among victims and
the need for differential responding (Davies, Lyon, Monti-Catania, 1998; Lindhorst, Nurius,
& Macy, 2005), there has been limited empirical guidance at the multivariate level as to how
needs differentially cluster. Similar to the way that factor analysis helps search for factor
structure within a set of variables, person-oriented latent variable statistics identify
substantively important subgroups within a study sample based on similar patterns of
characteristics (Muthen, 2002). Thus the statistical model produced by a person-oriented
latent variable analysis provides results based on (a) whether distinct groups are present, (b)
the number of distinct groups, (c) the prevalence and size of the groups, (d) which
participants are classified into which groups, (e) the patterns of variables that distinguish
each group, and (f) model fit (Macy, 2008; Muthen, 2002; Nurius & Macy, 2008).
As with any statistical analysis, the critical selection of variables included in the analysis
should be made based on substantive or theoretical reasoning (Muthen, 2002). In the present
study, we examined factors expected to affect battered women’s capacity to cope with abuse
and to seek safety in the immediate aftermath of an IPV incident. The goal of person-
oriented methods is not to investigate all factors with potential relevance to the target
phenomenon but rather to select indicators across domains of factors that may conjointly
influence the outcome of interest. With this goal in mind, we investigated biopsychosocial
factors that have been shown as empirically related to women’s capacity for self-protective
coping in the face of IPV. Moreover, these biopsychosocial factors can be bolstered through
domestic violence services. We investigated six factors associated with survivors of IPV: (a)
survivors’ appraisals of their vulnerability relative to their violent partner (i.e., their
perceptions of susceptibility to physical and psychological danger from their partners), (b)
depressive symptoms, (c) physical injuries, (d) overall physical health functioning, (e)
positive social relationships, and (f) negative social relationships with friends and family.
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We chose to investigate survivors’ appraisals of their vulnerability from their partners
because stress and coping theory has repeatedly been applied to understanding the dynamics
of women’s IPV exposure. Consistent with stress and coping theory, IPV is a significant
stressor and threat to women’s well-being. However, each individual appraises and copes
with the threat of IPV in a unique biopsychosocial context (Lindhorst et al., 2005;
Sutherland, Bybee, & Sullivan, 2002). For example, the appraisal dimension of stress and
coping theory emphasizes that individuals may react differently to the same stressor based
on their personal interpretations of the stressor (Lazarus & Folkman, 1984). Also consistent
with stress and coping theory, research has shown that women’s appraisals and attributions
of IPV are associated with their symptomatology, coping efforts, and willingness to seek
help (Henning & Klesges, 2002; Hutchison & Hirschel, 1998; Macy, Nurius, Kernic, &
Holt, 2005; Nurius et al., 2003; Pape & Arias, 2000). However, full understanding of
survivors’ appraisals, coping styles, and help-seeking efforts cannot be determined by
assessing IPV acts alone. Researchers have also pointed to women’s sense of entrapment,
susceptibility to harm, and feelings of disempowerment as key factors in understanding
survivors’ appraisals and coping efforts (Nurius et al., 2003; P. H. Smith, Thornton,
DeVellis, Earp, & Coker, 2002).
Reports from recent research efforts have included dense documentation of IPV as a
negative stressor for women’s physical and mental health (Campbell, 2002; Golding, 1999;
Logan et al., 2002; Plitcha, 2004). Depression, which is one of the most commonly reported
indicators of poor mental health, is elevated with abuse and is negatively related to both
adaptive coping and use of coping resources such as social support (Carlson, McNutt, Choi,
& Rose, 2002; Hathaway et al., 2000; Hazen, Connelly, Kelleher, Landsverk, & Barth,
2004; Kramer, Lorenzon, & Mueller, 2004; Porcerelli et al., 2003; Zlotnick, Johnson, &
Kohn, 2006). IPV-related injuries and poor physical health compromise survivors’ daily
functioning, quality of life, and ability to engage in career, work, family, and relationship
roles (Carbone-Lopez, Kruttschnitt, & Macmillan, 2006; Coker, Smith, Bethea, King, &
McKeown, 2000; Coker, Smith, & Fadden, 2005; Tolman & Wang, 2005). However, both
physical and mental health outcomes for survivors improve when their exposure to violence
ceases (Golding, 1999; McNutt, Carlson, Persaud, & Postmus, 2002; Tolman & Rosen,
2001).
Survivors’ social support is typically understood as buffering the impact of partner violence
on physical and mental health and improving coping, and, therefore, such support is usually
studied as a protective factor (Carlson, McNutt, et al., 2002; Coker, Watkins, Smith, &
Brandt, 2003). However, not all social relationships offer protective potential as is evidenced
by the negative social relations experienced by battered women (Nurius et al., 2003). Thus
we included both negative and positive social relationships in our analysis.
Method
Sample and Recruitment
The sample used in this study included 448 adult women (18 years or older) from Seattle,
Washington, who were victims of abuse by a current or former intimate partner that resulted
in a police-reported incident or filing of a protective order (see Wolf, Holt, Kernic, &
Rivara, 2000 for detailed information). The sample was selected based on a stratified
random sample of reports and protective orders filed within a 13-month period and based on
the women’s actions to involve the legal system, which constituted the index episode of
abuse for each participant. Of the 742 women contacted, 108 (14.6%) could not be located,
124 (16.7%) declined to participate, 62 (8.4%) agreed but did not complete the interview,
and 448 (60.4% of the total; 70.7% of those located) completed the interview. Participants
and nonparticipants were similar on age, marital status, proportion having a child with the
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abuser, type of offense reported to the police, and proportion injured at the index incident.
Participants were more likely than nonparticipants to have obtained protection orders and
less likely to be living with the abuser at the time of the index event (Macy et al., 2005).
The University of Washington’s Human Subjects Review Committee approved study
protocols. Approximately 1 month after the index incident, eligible study participants were
contacted by telephone and asked to participate in the study. Those who agreed to participate
were asked to complete a baseline questionnaire and three follow-up questionnaires.
Participants were given the option of completing the interviews via telephone (i.e.,
interviewer administered) or receiving a copy of the survey via U.S. mail (i.e., self-
administered survey). The majority of participants (81%) chose the telephone interview, and
no significant differences have been detected as a function of survey method. The index
event enabled this investigation to recruit a diverse sample of battered women at relatively
comparable points in their current violence exposure (e.g., sufficient to trigger police
reporting). The current analysis focuses on baseline and year prior experiences.
At the time of the baseline interview, participants’ ages ranged from 18 to 70 years (M =
32.01, SD = 9.46). Slightly over half of the sample described themselves as White (54.3%);
21.5% self-identified as African American; 7.2% as Asian/Pacific Islander; 4.3% as Native
American/Alaska Native; 25% as Hispanic/Latino; and 5.9% as biracial or multiracial.
Participants reported a wide range of educational attainment: eighth grade or less (2.2%),
some high school (9.2%), high school graduate/GED (24.6%), post–high school training but
not college (7.8%), some college (37.5%), college graduate (15.4%), and advanced/graduate
degree (3.3%). Similarly at the baseline interview, participants reported a range of
occupational statuses: employed full-time (48.9%), employed part-time (12.3%), attending
school (3.8%), both attending school and employed (9%), and not employed outside the
home (25.3%). Less than 1% of the sample reported being either self-employed or disabled.
Although the largest percentage of participants reported household income of less than US
$15,000 per year (43.9%), all income levels were reported: US$15,000 to US$19,999
(11.8%); US$20,000 to US$24,999 (8.3%); US$25,000 to US$34,999 (14.5%); US$35,000
to US$49,999 (12%); US$50,000 to US$69,000 (4.9%); and US$70,000 and greater (4.7%).
Less than 5% of the sample self-identified as non-U.S. citizens.
Measures
Data were collected using survey questionnaires that followed a structured format developed
through combining several well-evaluated measures described below.
Vulnerability appraisals—Developed as a supplement to behavioral measures, the
Women’s Experiences with Battering scale (WEB) captures variability in how women
appraise and experience violence. The WEB measures psychological vulnerability by
assessing women’s perceptions of susceptibility to physical and psychological danger, loss
of power, and loss of control in a relationship with a male partner (P. H. Smith et al., 1999;
P. H. Smith, Earp, & DeVellis, 1995). The WEB has demonstrated high internal
consistency, good construct validity, and significant correlations with known-group status.
Responses to the 10 WEB items were given using a 6-point Likert-type scale ranging from 1
(strongly disagree), to 6 (strongly agree); responses were totaled to create a summary score
(M =39.35, SD = 16.44, α = .94).
Depression—To assess participants’ depressive symptoms, the survey instrument included
the Center for Epidemiologic Studies of Depression Scale (CES-D). Participants were asked
to base their responses on the week immediately preceding the interview. The 20 items were
rated on a 4-point Likert-type scale ranging from 0 (rarely or none of the time), to 3 (most or
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all of the time); responses were totaled to create a continuous measure (M = 32.44, SD =
14.74, α = .95). A CES-D score of 16 or less indicates no depression, a score of 17 to 26
indicates mild depression, and a score of 27 or greater indicates severe depression.
Injuries at incident—Participants were asked to indicate if the index incident of partner
abuse caused any of the following six types of injuries: pain, bruises and/or soreness or
swelling, cuts and/or bleeding, broken bone(s), internal injury or injuries, or loss of
consciousness. The positive responses to each item were totaled to provide an injury index
(M = 1.19, range = 0–6).
Physical functioning—The standardized summary score for the physical health
component (PCS-12) of the Short Form Health Survey (SF-12) was used to measure each
participant’s overall level of physical functioning (e.g., level of activity, ability to get things
accomplished; M = 46.66, SD = 10.68). The reliability and validity of SF-12 has been
extensively investigated and discussed elsewhere (Ware et al., 1995). Indicator variables of
0 and 1 are created from the response choice categories, weighted using regression
coefficients from the general U.S. population, and aggregated to allow comparison of results
across studies. Among U.S. women, the mean PCS-12 score is 49.11 with a standard
deviation of 9.92. Lower scores on the PCS-12 are indicative of poorer physical health
status.
Social relations—positive and negative—Social relations were measured using items
from the Social Adjustment Scale (SAS-M) that pertained to engagement with friends and
family members (Cooper, Osborn, Gath, & Feggetter, 1982; Weissman, Prusoff, Thompson,
Harding, & Myers, 1978). Cooper and colleagues (1982) adapted the original SAS
(Weissman et al., 1978) to use a 5-point Likert-type scale ranging from 1 (not at all), to 5
(all the time) to rate all items. Seven items were clustered into a set for positive social
support (e.g., “Been able to talk about your feelings openly with your friends,” “Depended
on your relatives for help, advice, or friendship”) and nine items comprised the negative
social relations set (e.g., “Gotten angry with or argued with your friends,” “Been feeling that
your relatives had let you down”). Each set was averaged to yield either a positive social
relation scale (M = 2.75, SD = .98, α = .80) or a negative social relation scale (M = 2.01, SD
= .67, α = .69).
Intimate partner violence exposure—Assessments of the severity of physical, sexual,
and psychological abuse the participant experienced in the year prior to the index incident as
well as at the incident that triggered legal involvement were measured using subscales from
the revised Conflict Tactics Scale (CTS2; Straus, Hamby, Boney-McCoy, & Sugarman,
1996). Consistent with the CTS2 guidelines, respondents indicated the frequency with which
they experienced various types of partner violence. We constructed subscales by summing
each participant’s responses for psychological abuse (8 items, range = 0–200; M = 60.08; α
= .83), physical abuse during the prior year (12 items, range = 0–234; M = 24.25; α = .90),
and sexual abuse (2 items, range = 0–50; M = 5.31; α = .59). Participants provided responses
to a nearly identical set of items asked for the index event; however, instead of indicating a
frequency of abuse, participants indicated whether that type of abuse occurred at the incident
(1 = occurred; 0 = did not occur); responses were totaled to create the psychological abuse
scale (range = 0–8; M = 3.65; α = .70), the physical abuse scale (range = 0–12, M = 2.82; α
= .85), the sexual abuse scale (range = 0–2, M = .15; α = .41).
We note that (a) vulnerability appraisals, (b) depression, (c) injuries at incident, (d) physical
health functioning, and (e) social relations—both positive and negative—were primarily
selected for inclusion in the LPA analysis based for the substantive and theoretical reasons
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discussed early. In addition and prior to the LPA analysis, we examined the bivariate
correlations among these variables as well as between each of these variables and the IPV
exposure variables. As anticipated, these analyses showed statistically significant
relationships among the variables. Nonetheless, no statistical relationship was so strong




Latent profile analysis (LPA), which is a cluster analysis technique that uses maximum
likelihood procedures, was used to determine whether the sample contained distinct
subgroups of participants with unique patterns of the bio-psychosocial variables of interest
(Everitt, Landau, & Morven, 2001; Gibson, 1959; Muthen, 2002). If the analysis identifies
groups with unique variable patterns, then each group can be assumed to have come from a
population with a separate probability distribution (Everitt et al., 2001). Cleland, Rothschild,
and Haslam (2002) found this kind of statistical analysis yielded an accurate classification in
samples of 300 or more participants.
We used the Mplus 3.0 software to perform the LPA. We ran multiple solutions and
identified the optimal number of groups by using the substantive meaningfulness of the
models and three-model fit statistics: the Bayesian Information Criterion (BIC), the Lo–
Mendell–Rubin (L-M-R) test statistic, and probability statistics (Everitt et al., 2001; Muthen,
2002). Of all the solutions, the five-profile group model had the lowest BIC value
(13,888.67), which indicated the best model fit. In conjunction with the BIC values, we also
examined the L-M-R statistic, which is an indicator of how many groups should be extracted
from the dataset. This statistic compares the parsimony of the current model against the
model with one less group; the five-profile model solution was significant (79.13, p < .01).
Last, we examined the probability statistics, which show how well individual participants
are classified into one group or another based on a given model as well as the utility of the
model in differentiating groups. Probability statistics can be thought of as similar to factor
loadings (Muthen, 2002). The probability statistics for groups one through five in this model
were .94, .84, .94, .91, and .87, respectively. Given the low BIC value, the fact that the L-M-
R statistic was significant, and the strong probability statistics for the five-group profile
solution, we examined this solution for its substantive usefulness and found it to be robust.
Profile Structures
Table 1 presents our LPA group findings and reports the means and standard deviations for
the biopsychosocial variable indicators for each group. Figure 1 shows these means in
standardized form. We labeled each profile to identify the key substantive features of the
group. Profile 1 (n = 68), which we labeled as Multiple Resources, was distinct from the
overall sample and other profile groups in that this group of women reported relatively good
physical health, less difficulty with depression, lower vulnerability appraisals, and high
positive social support. Women in Profile 2, Struggling With Depression (n = 69), were
distinguished by their relatively high levels of depression with lower vulnerability
appraisals. The third profile group, Vulnerable-Supported (n = 58), was characterized by
vulnerability appraisals that were very close to the overall sample mean but with relatively
high positive social relationships and relatively less difficulty with physical health and
depression. The fourth profile, Vulnerable-Depressed (n = 160), which was the largest group
in the sample, showed a profile with the second-highest level of vulnerability appraisals as
well as higher than average depression. The fifth profile, Severe Functioning Impairment (n
= 93), was the second-largest subgroup in the sample. These women exhibited a consistent
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pattern of high levels of injury, depression, vulnerability appraisals, and negative social
relations in addition to lower levels of both physical functioning and positive social support.
Tests of group differences were undertaken on sociodemographic and relationship
characteristics to investigate relationships between victims’ biopsychosocial profiles and
their personal and contextual characteristics. No significant group differences were found on
race, age, income, education, employment, citizenship, marital status, or relationship
duration with abuser (Nurius & Macy, 2006).
Partner Violence Exposure Differences
Subsequent to LPA, we examined the groups in relation to the type and severity of IPV
experienced at the index incident and in the year before the index incident. Table 2 shows
the means and standard deviations for each profile group on psychological, physical, and
sexual violence in these two periods. We used MANOVA to test for statistically significant
differences among the profile groups on IPV exposure. MANOVA is a conservative
statistical approach that tests multiple outcomes simultaneously and, thereby, avoids the risk
of an inflated overall Type I error rate from using multiple univariate tests (Stevens, 1996).
The violence exposure variables were grouped together in time-ordered sequence so that the
past year partner violence variables were tested together and the index incident partner
violence variables were tested together (see Table 2). Wilks’s Lambda was used to test the
multivariate null hypothesis that there would be no difference among the groups on partner
violence exposure in the past year and at incident. Analyses of variance were applied to
findings of significant MANOVA tests to determine which profile groups did and did not
significantly differ on each form of partner violence exposure (Table 2).
All MANOVA and ANOVA results indicated statistically significant overall group mean
differences at index incident and over the prior year on all forms of violence exposure.
Tukey post hoc tests were applied to specific group-to-group comparisons. Relative to
violence exposure at the index incident, the first three profile groups (i.e., Multiple
Resources, Struggling With Depression, Vulnerable-Supported; see Table 2 and Figure 2)
did not significantly differ on any form of abuse. The same was largely true for violence
exposure over the past year (Figure 3), with the exception that women in the Vulnerable-
Supported group (Profile 3) had experienced more psychological abuse relative to women in
the Multiple Resources group (Profile 1). However, even though these women had highly
comparable violence exposure, the three groups manifested very different profiles (Figure
1). The Severe Functioning Impairment group (Profile 5) stood in sharp contrast with the
significantly highest levels of exposure to all forms of violence, both at index incident and
the prior year. Violence exposure also differed between two other groups: the Vulnerable-
Depressed (Profile 4) group violence exposure at index incident was significantly greater
than that of the Multiple Resources (Profile 1) group, which had the least exposure to
violence. However, Profiles 2, 3, and 4 were equivalent on exposure to violence (Figure 2).
This pattern of violence exposure was consistent and characterized the violence exposure of
these groups during the prior year, with the addition of Vulnerable-Depressed (Profile 4)
women who experienced greater psychological abuse relative to the Struggling With
Depression (Profile 2) group (Figure 3).
Discussion
Focusing on IPV-abused women, this investigation illustrates the usefulness of person-
oriented analytic tools as an innovative way to think of, test for, and examine subgroups of
violence survivors. Extending violence research that stresses the importance of considering
multiple biopsychosocial factors in combination, our analyses established five substantively
meaningful subgroups of women. These subgroups had distinct, yet coherent, structures of
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biopsychosocial factors that have been empirically related to women’s capacity for self-
protective coping in the face of IPV and have been shown to be bolstered through domestic
violence services. It is noteworthy that the findings also show that some subgroups
experienced similar levels of IPV, whereas other groups differed significantly on level of
violence exposure. The results reveal distinct patterns within the biopsychosocial
heterogeneity among IPV abused women to which we now turn.
Profile Structure Distinctions
Multiple Resources—The group defined under Profile 1, Multiple Resources, reflected
the highest level of social support and functioning in the sample. This group’s levels of
depression, vulnerability appraisals, and negative social relations were markedly lower than
the other groups, on average. These women’s physical functioning was slightly higher
(53.12 vs. 49.11) than the national average and the only group whose average depression
scores indicated a nonclinical level (Ware et al., 1995). Women in this group had a very
favorable ratio of positive to negative relations, which indicated that social support was a
strong asset. In short, these women reported greater internal and external resources at their
disposal, which distinguished them in varying ways from the Struggling With Depression
(Profile 2) and Vulnerable-Supported (Profile 3) women who reported similar exposure to
violence. Although the mean level experiences of partner abuse among women in the
Multiple Resources group was lower than that of the women in Struggling With Depression
and Vulnerable-Supported groups, these differences were nonsignificant at the index
incident and were largely nonsignificant in what these three groups experienced over the
prior year. Thus, as illustrated in Figure 3, exposure to violence alone cannot account for the
differing arrays of biopsychosocial assets and impairments of abused women in the first
three groups (i.e., Multiple Resources, Struggling With Depression, and Vulnerable-
Supported).
Although the women with the Multiple Resources profile appeared to be at less risk of
trauma development, their index experience with partner violence was sufficiently serious to
warrant legal involvement. The favorable levels of positive versus negative relations found
at the subgroup level suggested that the presence of social support and lack of socially
undermining relationships provided protective functions for the women in the Multiple
Resources group. Thus safety-planning services that seek to reinforce supportive
relationships, to educate women in understanding partner violence, and to emphasize the
importance of sustained support appeared to be appropriate for this subgroup of women and
may have helped reduce the risk of escalated experiences of partner violence and trauma
development (Lindhorst et al., 2005; Seng, 2002).
Vulnerable-Supported—The biopsychosocial profile of women in the Vulnerable-
Supported group was largely similar to that of women in the Multiple Resources subgroup in
regard to physical functioning, limited injuries at incident, and very favorable positive-to-
negative social relationship resources. Although the depression level of Vulnerable-
Supported women indicated a mild depression, it was their higher levels of appraisals of
vulnerability from their abuser that most distinguished the Vulnerable-Supported from the
Multiple Resources group profiles. Moreover, the higher level of perceived vulnerability
among Vulnerable-Supported women significantly paralleled their greater exposure to
psychological abuse over the prior year, relative to the Multiple Resource subgroup.
However, the Vulnerable-Supported group’s profile of biopsychosocial factors prompted
consideration of differing functions of vulnerability appraisals. Combined with injuries,
depression, and social relations that are more negative than positive, high psychological
vulnerability is likely to reinforce impairment and blunt women’s ability to gain a sense of
self-worth, personal agency, or resilience. However, moderate levels of perceived
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vulnerability that are experienced in the absence of depression and coupled with positive
supports and stronger physical functioning, may provide a self-protective catalyst that leads
women to seek safety. In other words, at some levels and in some combinations, perceived
vulnerability may be a risk factor that serves to augment trauma development and
revictimization risk. At other levels and in other combinations, perceived vulnerability may
serve a protective function that facilitates protective actions such as help-seeking (Macy et
al., 2005), which in turn buffers against trauma development.
Thus the Vulnerable-Supported women had several important protective factors to work
with and which could be reinforced through receipt of violence services. Similar to the
Multiple Resources group and given their experiences with partner violence, women fitting
the Vulnerable-Supported biopsychosocial profile are likely to benefit from safety planning
and partner violence education services. For example, McFarlane, Parker, Soeken, Silva, and
Reel (1998) found that victimized women who worked with professionals to create a safety
plan were more likely to follow through with safety-related activities. What needs
additional, careful assessment is the function of the Vulnerable-Supported group’s
perception of vulnerability. The Vulnerable-Supported women experienced significantly
greater psychological abuse over the prior year and their higher vulnerability appraisals
indicated greater traumatic impact of the violence that shaped their self-perceptions, their
beliefs about their ability to control violence their lives, and potentially, their protective
behaviors (P. H. Smith et al., 2002). In addition to safety planning and reinforcement of the
social support network, women fitting the Vulnerable-Supported profile need assistance with
the potentially trauma-inducing effects of perceived vulnerability and powerlessness relative
to their aggressor. Without such assistance, their feelings of terror and powerlessness may
prevent these women from seeking safety. Whether this level of vulnerability appraisals
serves more of a galvanizing or undermining function on women’s safety-related activities is
yet to be determined and needs explicit attention.
Struggling With Depression—The Struggling With Depression group measured
substantially higher on depression, with their average scores in the severe range of the
depression scale. However, this profile group reported lower vulnerability than the
Vulnerable-Supported group. Furthermore, the Struggling With Depression group reported
more numerous injuries at index incident, lower physical functioning, and less favorable
positive-to-negative social relations. Notably, this group did not differ significantly from the
Multiple Resources group or the Vulnerable-Supported group on any dimension of partner
violence exposure. However, women in the Struggling With Depression group reported
elevated depression, lower physical functioning, and less favorable social support; all of
which may well have interacted to create greater vulnerability to physical and mental health
problems, as well as greater risk for future violent victimization. Although their current
safety level did not appear different as a function of the behavioral indicators of violence to
which they had been exposed, their psychosocial risk and protective factors profile
warranted greater mental health and social support intervention relative to the Multiple
Resources and Vulnerable-Supported groups of women. The qualitative nature of the social
relationships among the Struggling With Depression group of women may also warrant
further investigation to assess how these relationships affect the survivors’ well-being.
The needs of the Struggling With Depression profile group suggest the importance of
making combined mental health and violence-reduction services available for battered
women. The women with this biopsychosocial profile have multiple needs that can be
addressed through services, including physical injury and problematic negative social
relationships. However, their most pressing need is evident in their struggle with depressive
symptoms, which, as discussed earlier, are prevalent among battered women and are likely
to impede women’s ability to take self-protective actions. Equally important, battered
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women’s difficulties with depression are likely to diminish when partner violence stops,
which suggests a reciprocal and dynamic relationship between violence and depression.
Thus the combination of safety and mental health services may be critical for women
struggling with both partner violence and depression.
These risk and protective profiles of the women in the Vulnerable-Depressed group bore
similarities to those of the Struggling With Depression group; that is, both groups of women
reported severe depression, moderate physical functioning, and moderate social support.
However, one factor that sharply distinguished the Vulnerable-Depressed group from others
was the former’s high level of appraised vulnerability to their abuser, which was more than
double that of the Struggling With Depression group. Notably, these two groups did not
differ significantly on any aspect of violence exposure at the index incident, nor did they
differ on the frequency of physical abuse experienced in the prior year. However, the
women in the Vulnerable-Depressed group reported significantly greater levels of
psychological abuse in the prior year than did the Struggling With Depression group of
women. In addition, the level of sexual abuse experienced by the Vulnerable-Depressed
group in the past year approached significance. This finding is congruent with those for the
Vulnerable-Supported profile women, wherein elevated vulnerability appraisals were found
in the context of greater psychological abuse.
The multidimensional biopsychosocial need of the Vulnerable-Depressed group underscores
the importance of comprehensive services that combine safety planning with mental and
physical health services (Riger, Raja, & Camacho, 2002). Similar to the service
recommendations for the women classified as Struggling With Depression, the women
fitting the Vulnerable-Depressed biopsychosocial profile are more likely to need help with
their physical health, mental health, and safety. Services that focus on one problem are likely
to be less effective overall than services that attend to women’s multiple needs in
combination. Akin to women in the Severe Functioning Impairment group, the women in the
Vulnerable-Depressed group had exceptionally high levels of appraised vulnerability that
involved deeply ingrained, enduring experiences of vulnerability, loss of power and control,
and entrapment that carried serious risks for future victimization risk and deepening trauma
development (S. P. Smith, Edwards, & DeVillis, 1998).
Severe Functioning Impairment—This group was by far the most gravely impaired.
They sustained more severe injuries at the index incident, reported a substantially lower
level of physical functioning than the national norm (35.83 vs. 49.11), suffered with severe
levels of depression, as well as high levels of vulnerability appraisals, and were the only
group whose negative social relations outstripped their positive social relations. The Severe
Functioning Impairment group described relationships with friends and family members that
were predominantly characterized by strife and lack of dependable support. This lack of
support is especially worrisome given recent work that has posited that, rather than a “flight
or fight” response, women tend to rely on positive, supportive relationships in times of
stress. This pattern of stress regulation has been labeled “tend-and-befriend” and researchers
in this area have argued that women who rely on positive relationships and seek out new
supports during times of stress tend to fare better than those who do not (Taylor et al., 2000).
Averages on every dimension of violence exposure, both at the index incident and over the
prior year, were significantly higher for the Severe Functioning Impairment subgroup than
all other groups. Women fitting the profile of severe impairment have urgent physical
health, mental health, and social support needs. Moreover, these women appear to be at
greatest risk for subsequent victimization. We cannot ascertain from these data whether the
severity of their sustained partner victimization caused an erosion of their biopsychosocial
functioning, whether they had a marked risk profile that predated their victimization that
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may have increased their vulnerability, or whether both of these dynamics came into play.
However, what was apparent from the data is that these women were in precarious
circumstances of having insufficient personal and social resources important to seeking
safety or otherwise defending themselves against an abuser.
The severity of violence a woman has experienced has been found to shape her safety-
planning and help-seeking activities, with higher severity corresponding to greater action
(Goodkind, Sullivan, & Bybee, 2004; Macy et al., 2005). This finding suggests that the
Severe Functioning Impairment group women would be more likely to seek formal help for
partner violence. However, the variable-oriented findings, on which this assumption of help-
seeking is based, may or may not apply equally to all subgroup. In particular, we need to
ascertain whether this general linear trend applies to those with the highest levels of
biopsychosocial impairment or whether active planning and outreach efforts may also be
impaired. It is also unclear whether, or to what extent, domestic violence services are
equipped to assist women’s complex biopsychosocial needs and problems. The finding that
those higher functioning clients are also those who report greater satisfaction with
counseling and case management in shelter settings (McNamara, Ertl, Marsh, & Walker,
1997) emphasizes the need to determine how best to deliver services that are tailored to
severity of abuse as well as a woman’s composite functioning status, need for trauma
recovery, and the social context to which she will return. Like the Vulnerable-Depressed
group, the women in the Severe Functioning Impairment group also need multidimensional
services that are matched to their level of isolation, vulnerability, and impairment.
Survivor Heterogeneity: Implications for Services
Consistent with Briere and Jordan’s (2004) review of violence sequelae variability, the
results of the current study elucidate ways in which IPV survivors vary in configurations of
their biopsychosocial factors and in interrelations of those factors with violence exposure. It
was not surprising to find that the most severely distressed and impaired survivors were
those who had experienced exceptionally high levels and multiple forms of intimate partner
violent victimization (Campbell, 2002; Kemp, Rawlings, & Green, 1991). The general linear
trend of violence exposure levels during the year prior to data collection (Figure 2) points to
the consequential role of proximal violence levels on violence survivors’ outcomes. For
example, those women with the lowest and highest levels of violence exposure show
virtually mirror-opposite biopsychosocial profiles. Beyond these results, we observed
variability among subgroups that was less evident in the aggregate; women who had
statistically comparable levels of violence exposure manifested substantially different
biopsychosocial profiles.
The results of this and future investigations can inform the development of adaptive
interventions for survivors of partner violence that have the potential to be more effective
than universal interventions Consistent with many practice standards, adaptive interventions
are tailored to an individual’s problems and strengths and individuals receive varying
amounts of an intervention or varying intervention elements based on their needs and
resources, even though the tailoring comes through standardized procedures based on the
best available evidence (Collins et al., 2004).
Our findings argue for the benefit of assessing multiple indicators of biopsychosocial
functioning. Women with similarly elevated psychological vulnerability related to their
battering (e.g., sense of entrapment, danger, powerlessness) may benefit from different kinds
of safety planning and therapeutic support based on factors such as level of depression and
the relative balance of positive and negative social relationships (as exhibited by
Vulnerable-Supported and Vulnerable-Depressed women). Similarly, these findings raise
universal support questions such as whether increasing social support necessarily benefits all
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survivors. In some cases, the gap may be so great that some improvement is not enough to
improve women’s health, safety, and well-being. Furthermore, increasing positive supports
may not be sufficient given the undermining effects of these women’s negative social
relationships. Other indicators, such as impairment in physical functioning, suggest serious
problems for which physical or mental health services need to be accessed.
Limitations
This study provided information about the biopsychosocial heterogeneity among IPV
survivors. Although study results can inform tailored and adaptive domestic violence
services for IPV survivors, they should be viewed in light of the study’s limitations.
Overall, the women who chose not to participate in this study were similar to the women
who did participate, with two notable exceptions: nonparticipants were less likely to have
taken out protection orders and were more likely to have remained living with the intimate
partner who was violent. Such differences highlight the importance, yet difficulty of
accessing the full range of IPV victims. We cannot ascertain, for example, whether
nonparticipants would be adequately captured within the five groups established here or may
represent an additional group. Although the sample was relatively diverse, the small number
of specific groups of women of color and ethnicities may also limit the generalizability of
our findings.
Readers should also keep in mind that the women who came into this study were recruited
based on some kind of legal action. It was not necessary for the woman to make the call to
the police herself. Nevertheless, the findings may not generalize to battered women who
belong to certain groups (e.g., immigrant communities) or live in particular geographical
areas (e.g., rural) where the police may be less likely to become involved with incidents of
IPV.
Although every effort was made to select the most parsimonious and best fitting model, two
reasons underscore why it is premature to suggest that the groups found in this investigation
constitute a complete typology. First, there is a likelihood other models also fit the data.
Second, though there is growing attention to and use of the type of person-centered
statistical analysis used here, uncertainty exists regarding how best to select models that fit
the data (Bauer & Curran, 2004). Given these limitations, we encourage other violence
researchers to use person-centered analyses and methods to investigate the generalizability
of these findings across diverse samples. In addition, we encourage future research efforts
that will extend this type of analysis to include other relevant biopsychosocial factors.
Conclusion
Findings that each of the psychosocial factors studied here influence an IPV-exposed
woman’s capacity to cope, self-protect, and recover are not new. What is new is the
portrayal of underlying patterning; that is, how these factors combine across IPV survivors
in ways that differentially affect their abilities to resist and cope. Person-oriented research
approaches open up new horizons for tackling heterogeneity and complexity within battered
women and others affected by violence.
Goodman and Epstein (2008) recently called for a renewed focus in the antidomestic
violence movement for survivor-centered, holistic, and comprehensive services. The
findings from this study help to provide evidence about how such survivor-centered services
should be developed and tailored to address the unique needs of groups of violence
survivors. In addition, this study illustrates how violence researchers can use personoriented
tools to identify subgroups based on factors that are meaningful to their research question.
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We encourage a commitment to integrative analyses that include person-oriented
methodologies that complement and extend variable-oriented approaches, thus refining
questions and deepening understanding regarding heterogeneity among battered women and
other violence affected populations.
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